Background: Job burnout is an important syndrome that can deplete the emotional health aspects of physicians. Its impacts are reflected both on the physicians and their patients through undermining the performance of physicians and degrading the quality of the administered medical care leading to dissatisfaction of the patients about the medical service.
Results: General practitioners were more likely to suffer from high grades of emotional exhaustion (63.2%) than family physicians (19.0%). They also suffered from high grade of depersonalization (65.3%) compared with family physicians (27.6%). Those suffering from high grades of personal accomplishment burnout (inverse score) constituted 61.1% of primary health care physicians and 33.3% of family physicians. Those suffering from grades for the three burnout domain constituted more than one third of primary health care physicians (36.8%) compared with only 5.7% of family physicians. Type of physician job and marital status proved to be significant predictors of high grades of burnout. Conclusion: Burnout is more common among primary care than family physicians. Searching for and eliminating all sources of stress in the primary health care centers in addition to training of these physicians on coping strategies to deal with stress at work seems to be an important step.
Introduction
Burnout is described as a career-adversity syndrome. Its components include emotional exhaustion, depersonalization, and a decreased sense of personal effectiveness or accomplishment. It is usually seen in professions that combine prolonged stress with high personal expectations. As physicians have a highly developed sense of dedication to their patients and their profession they are particularly susceptible to this syndrome. Burnout leads to depletion of the physical, emotional, mental, and spiritual health aspects of the affected individual with time. 1 The most commonly used tool for assessing burnout is the 22-item Maslach Burnout Inventory-Human Services Survey (MBI-HSS). 2 Burnout is established by the combination of high scores for emotional exhaustion and depersonalization and low score for personal accomplishment. 2 Burnout is considered as a common important health problem among physicians. Evidence suggests that the components of burnout may be common among practicing physicians, with 46-80% reporting moderate to high levels of emotional exhaustion, 22-93% reporting moderate to high levels of depersonalization, and 16-79% reporting low to moderate levels of personal achievement. [3] [4] [5] [6] The impacts of burnout not only affect the suffering physicians but extend to affect their patients. Loss of job satisfaction, high rates of turnover in addition to depressive disorders, poor job performance and high rates of absenteeism are among the numerous impacts of burnout on physicians. The quality of the delivered medical care is undermined which will be reflected on patient satisfaction. [7] [8] [9] Little is known about professional burnout, job satisfaction, and motivation among physicians working in Kuwait. Few literatures were revealed on the world wide web dealing with this problem among physicians in Kuwait. 10, 11 The current study was formulated to compare the prevalence of high burnout of family and primary health care physicians and to reveal the significant risk predictors of high burnout among physicians.
Subjects and methods
An observational cross-sectional study design was adopted for this study. The study was carried out in the primary health care centers in Kuwait. Out of the five health regions of Kuwait, two were randomly selected to carry out this research. These two areas were Capital and Farwaniya health regions. All physicians available during the field work of the study in the primary health care and family centers was the target population of this study. The total number of physicians was 378; out of these, only 200 agreed to share in the study with a response rate of 52.9%. The study covered the period August 2010 to March 2011. Data were collected over 3 months starting from October to December, 2010.
Data of this study were collected through a specially designed questionnaire. This questionnaire consisted of several sections. The first section dealt with socio-demographic characteristics, including age, sex, nationality, marital status, number of years in practice, educational qualification, current job and salary. History of smoking and practicing hobbies was also enquired about. In addition, one question dealt with suffering from chronic diseases such as diabetes, heart disease and hypertension. The second section included the MBI-HSS. 10 This inventory is formed of three domains, the first domain deals with emotional exhaustion (EE) and contains nine questions, the second domain involves personal accomplishment (PA) and consists of eight questions, while domain three, depersonalization (DP) includes five questions. Thus the total inventory includes 22 questions. Each question is rated on a seven-point Likert-type according to the frequency of occurrence as follows: zero (none), 1 (few times per year), 2 (monthly), 3 (few times/month), 4 (weekly), 5 (few times/week), 6 (daily).
MBI-HSS scores were output in the three dimensions of burnout and were then transformed into dummy categorical variables for high, average and low burnout in the dimensions of EE, DP and PA as recommended by Maslach using the cutoff values applicable for doctors, as listed below. However, the burnout outcome variables were re-coded into high and nothigh (average or low burnout) for the statistical analyses.
EE: low burnout <13, average burnout 14-26, high burnout >27. However, all the statistical analyses performed on the data set used the outcome variable of high as against not high burnout in the three dimensions. DP: low burnout <5, average burnout 6-9, high burnout >10. PA: high burnout <33, average burnout 34-39, low burnout >40 (inverse scale).
A pilot study was carried out on 30 physicians, 15 from each category of family and primary health care physicians (not included in the final study). This study was formulated with the following objectives: test the clarity, applicability of the study tools, accommodate the aim of the work to actual feasibility, identify the difficulties that may be faced during the application, as well as study all the procedures and activities of the administrative aspects. Also, the time of interviewing the physicians was estimated during this pilot study. The necessary modifications according to the results obtained were done, so some statements were reworded. Also, the structure of the questionnaire sheet was reformatted to facilitate data collection. The average interviewing time was 15 min.
A pre-coded sheet was used. All questions were coded before data collection. This facilitates both data entry and verification as well as reduces the probability of errors during data entry. Data were fed to the computer directly from the questionnaire without an intermediate data transfer sheets. The Excel program was used for data entry. A file for data entry was prepared and structured according to the variables in the questionnaire. After data were fed to the Excel program; several methods were used to verify data entry. These methods included the following: simple frequency, cross-tabulation, as well as manual revision of entered data. Percent score was calculated for each domain of MBI-HSS
Statistical analysis
Before analysis; data were imported to the Statistical Package for Social Sciences (SPSS) which was used for both data analysis and tabular presentation. Descriptive statistical measures as count, percentage, minimum, maximum, arithmetic mean, median and standard deviation were used for qualitative variables. Analytic measures such as Chi square, Fisher's exact test, adjusted odds ratio and multiple logistic regression were used for categorical variables. The dependent variable (burnout) used for multiple logistic regression was calculated out of the three domains, namely emotional exhaustion, depersonalization and personal accomplishment. Independent variables included were age, sex, nationality, marital status, educational level, place of work, current job, years spent at work and chronic illness (yes or no). Those having high scores on the three scales were categorized as suffering from burnout. The level of significance selected for this study was P 6 0.05. All the necessary approvals for carrying out the research were obtained. The Ethical Committee of the Kuwaiti Ministry of Health approved the research. A written format explaining the purpose of the research was prepared and signed by the physician before starting the interview. In addition, the purpose and importance of the research were discussed with the director of the selected health center. Table 1 reveals socio-demographic and job characteristics of physicians working in primary health care and family centers. Family physicians were more likely to be females (66.7% compared with 44.2%), aged less than 40 years (73.3% compared with 38.9%), and Kuwaitis (89.5% compared with 4.2%). They also tended to have hobbies (53.3% compared with 25.3%), higher educational certificate (98.1% compared with 50.5%), and P2000 KD salary (90.5% compared with none). Primary health care physicians, on the other hand tended to be smokers (21.1% compared with 8.6%) and spent more than 10 years in their job (65.3% compared with 47.6%). No significant differences could be revealed regarding the marital status and number of children. Table 2 shows degree of burnout of family and primary health care physicians. The latter were more likely to suffer from high grades of all the three domains of burnout. High grade of emotional exhaustion was suffered by 63.2% of pri-mary health care physicians compared with 19.0% of family physicians. They also suffered from high grade of depersonalization (65.3%) compared with family physicians (27.6%). Those suffering from high grades of personal accomplishment burnout (inverse score) constituted 61.1% of primary health care physicians and 33.3% of family physicians. Those suffering from high grades for the three burnout domains constituted more than one third of primary health care physicians (36.8%) compared with only 5.7% of family physicians. Table 3 portrays the significant predictors of those with burnout (having high degrees of burnout on the three domains collectively) using forward likelihood step wise multiple logistic regression model. Only the type of health care center (primary health care or family) and marital status (currently single or married) proved to be significant predictors for high grades of burnout among physicians. Those working in family centers have a protective effect (OR = 0.10, 95% CI = 0.04-0.26) against burnout while single physicians were at higher risk of developing burnout (OR = 3.74, 95% CI = 1.66-8.45) after adjusting for the confounding effects of other socio-demographic and job factors. The model, generally, succeeded to correctly classify 84% of the total physicians with a value of 43.9% for those with high grades of burnout and a value of 94.3% for those without high grades of burnout. Health center = primary health care (1) and family center (2) . Marital status = currently married (1) and currently single (2).
Results

Discussion
Burnout syndrome is a common problem among primary health care and family physicians. A cross-sectional survey of family physicians was conducted in 12 European countries using Maslach Burnout Inventory-Human Services Survey (MBI-HSS). Out of the responding 1393 physicians, 43% scored high for emotional exhaustion (EE) burnout, 35% for depersonalization (DP) and 32% for personal accomplishment (PA), with 12% scoring high burnout in all three dimensions. 12 Thus, the current study was formulated to reveal the prevalence of burnout among family and primary health care physicians and identify the risk predictors of burnout syndrome. The issues and stressors facing physicians differ from specialty to specialty, and hence, one can expect that the resulting burnout level may also be different. 13 The current study revealed that primary care physicians had similar prevalence rates of burnout domains. Depersonalization showed the highest prevalence (65.3%), while personal accomplishment burnout was detected among 61.1%, with an intermediate value of 63.2% for emotional exhaustion. On the other hand family physicians showed a wide variation of the prevalence rates of burnout domains and were generally significantly lower than those of the primary health care physicians. The burnout prevalence rates of family physicians ranged from 19% for emotional exhaustion to 33.3% for personal accomplishment with an intermediate value of 27.6% for depersonalization. Studies on primary care doctors or general practitioners in several Western European countries, including Switzerland, Italy and France, report prevalence rates ranging from around 20% to more than 50% in some studies. 14 However, the literature is not consistent in what medical specialty the highest percentage of burnout can be found. The reported prevalence in the different disciplines varies, but one study found rates ranging from 27% in family medicine to 75% in obstetrics/gynecology. 15 Of course, these numbers should be interpreted with caution. In all of these studies, the MBI was used to assess burnout or burnout dimensions among physicians, which is only a self-report measure. Also different forms of MBI were used, also different methodologies were adopted.
Work imbalance can lead to a feeling of inequity, which in turn leads the individual to experience emotional discomfort and distress; and the greater the perception of inequity the greater these feelings. These feelings are associated with emotional exhaustion -usually the first response to environmental stresses. 16 Although, this study revealed that the vast majority of family physicians were Kuwaitis (89.5%) compared with only 4.2% of primary care physicians as well as the apparent differences in salaries, yet these factors were not statistically significant when they were adjusted using multiple logistic regression.
On the contrary, marital status which did not show any significant differences in the univariate analysis (77.1% married family physicians compared 71.6% of primary care physicians) proved to be a significant predictor of burnout among physicians with higher rates among the currently single ones. Social support of the spouse can play a buffering role to prevent the effects of adverse life and work events. Results of previous research have been mixed on this point. Some studies support this finding, while others found no effect based on marital status. [17] [18] [19] [20] The main limitation of this study is that it is a cross sectional one which does not allow for observing a causal relationship between the final outcome, namely burnout, and the factors that might affect its occurrence. Another limitation of this study could be attributed to low response rate with a possibility of a bias arising from returning the questionnaire of those with less degrees of burnout.
It seems that primary care physicians suffer from burnout more than family physicians. In depth analysis of the work load and working policies seems necessary to eliminate all sources of possible stress at work for these physicians. Also, training plans about coping strategies with burnout and work stress in general should be implemented. Future research is needed to explore the problem in depth, develop models to describe the phenomenon and to identify causative factors and effective intervention strategies.
